I suggest, further, that blood transfusion should be performed before delivery in case of severe antepartum haemorrhage, and during the last, few months I had charge of the Lying-in Ward at St. Bartholomew's Hospital the blood of the students working in the ward was tested to ascertain their groups as possible donors.
DISCUSSION.
Dr. DONALDSON: I am very glad that Dr. Williamson has brought up the question of treatment of blood transfusion in obstetrical and gynaecological cases. The astonishing results obtained in the case of the wounded during the war have advanced this line of treatment enormously, but I fear it will never be generally used in emergencies until some method has been found for storing the blood without interfering with its action.
The PRESIDENT: The subject is of the utmost practical importance and much progress has been made with this treatment during the war. When successful the eflects of transfusion of blood in suitable cases are constantly described as almost miraculous, but even with saline solution it is possible tow obtain extraordinarily successful results. Blood transfusion is, of course, better. May we have details of the method employed ?
Dr. WILLIAMSON (in reply to the President): The method of transfusion adopted is that described as the "citrated method," and the apparatus employed is that devised by the late Dr. Stansfeld.
Two Cases of Rupture of Vagina during Labour.
By A. C. PALMER, F.R.C.S.
THE cases were admitted to the Obstetric Department of the London Hospital. The first case had internal manipulations carried out before admission, the second had not. We think the cases are of interest in that in each instance it was the vagina which ruptured.
CASE .I.
The patient, aged 35, was admitted on March 8, 1920, having been brought up by her doctor, who stated that the case was one of prolonged second stage with the head delayed in the pelvis. He had applied forceps without difficulty, and had extracted the child after a, very hard pull. The child was stillborn and weighed between 13 and Palmer: Rupture of Vagina during Labour 14 lb. The perineum was torn. There had been considerable delay with the placenta, but as the patient continued to bleed considerably in spite of good uterine contraction, he decided to do a vaginal examination and remove the placenta if necessary. On examination he found that by following the umbilical cord his hand passed into the abdominal cavity, where he found the placenta and removed it. The case was then brought up to hospital.
On admission the woman was very anemic and collapsed. The pulse was 120, and could just be felt at the wrist. Temperature was 98°F. The abdomen was extremely tender. Dr. Luker examined the case under anesthetic, and found that the " uterus was almost completely separated from vagina." Laparotomy was proceeded with at once. On examining the pelvis, the uterus was found free of all attachments to the vagina except for a narrow bridge in the region of the left uterine artery, and a small portion of the anterior wall of the cervix close to the bladder. The cervico-vaginal junction was torn through for more than three-quarters of its circumference. There was much free blood in the peritoneal cavity. The uterus was removed as rapidly as possible, bleeding points being ligatured. The right uterine artery was not seen, and the torn vaginal margin was oozing fairly freely. Owing to the gravity of the patient's condition no search was made for the right uterine artery. The vagina was packed to control hsemorrhage. Intravenous saline was given. The gauze was removed fortyeight hours later.
Apart from a rise of temperature on the fourth and fifth days after operation, the patient made an uneventful recovery, and is now convalescent.
The short vagina prevents the examining finger from reaching the promontory, although it passes 4-in. Interspinous measurement, 10I in.; intercristal measurement, 11} in. This patient has had eight children previously, and there was no difficulty with any of the labours. We believe the difficulty in the present instance to have been due to the very large size of the child. CASE II. This patient, aged 41, was admitted on March 12, having been attended by a midwife, who stated that the patient had been in labour since 11 a.m on the day before admission. There had been good pains all day, increasing in iintensity during the evening, and becoming very severe at midnight. From 2 a.m. the pains were described as 15'2 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Section ot Obstetrics and Gynmcology tempestuous and different in character from the preceding labour pains. No manipulation was carried out. the midwife made only one vaginal examination, and brought the patient up to hospital because she had become so collapsed.
On admission the patient was pale and collapsed, with pulse at 120, just palpable, and temperature at 96T5°F. The abdomen was tender, and the child unusually easy to feel through the abdominal wall. The head of the foetus was impacted in the brim but not engaged. The foetal heart was not heard. On the right of the foetus was a hard tumour about the size of a feetal head, and this was thought by the resident accoucheur possibly to be a fibroid. Forceps were applied easily, and as no advance of head was obtained with moderate pull, the child was delivered after perforation and crushing of the head by the resident accoucheur. Immediately after delivery it was observed by Mr. Lack, the resident accoucheur, that the tumour originally felt on the right side was the contracted uterus, and that the child had been lying in the abdominal cavity. The placenta was removed manually from the abdominal cavity.
At Dr. Ikuker's request I proceeded to do an exploratory laparotomy, and found a large T-shaped tear in the posterior vaginal wall, beginning at the cervico-vaginal junction and extending almost down to the vulva. The cross-piece of the T extended right across the posterior vaginal fornix. There was much free blood and clot in the peritoneal cavity.
The uterus was removed as rapidly as possible. There was some difficulty in isolating the uterine arteries in the very cedematous and bruised cellular tissue at the base of the broad ligaments. The lower margin of vaginal tear was picked up deep in the pelvis, and the bruised edge sutured to control oozing. The pelvic peritoneum was partially sewn over to allow drainage by tube per vagigiam for twenty-four hours. One and a half pints of intravenous saline were given.
The operation was followed by incontinence of urine and faeces for four days, and total incontinence of urine for ten days after operation. The patient is now convalescent. Pelvic measurements, interspinous, 9 in.; intercristal, 10 in. Diagonal conjugate, 3j in., with promontory high.
The patient had five children previously. The first four labours had been without incident, the fifth had required forceps for delivery. Four easy labours had occurred in spite of well marked general contraction of the pelvis; the fifth required forceps; the sixth ruptured the vagina almost completely, and made laparotomy with hysterectomy necessary.
In the first case the pelvis was normal; the woman had eight previous easy labours, yet the ninth, with a large child, ruptured the -vagina, almost completely separating it from the uterus, and rendering immediate hysterectomy necessary.
In each case the object of the hysterectomy was twofold: (a) As an essential step in the control of heamorrhage; (b) in the removal of .damaned and devitalized tissue, as a prophylactic against puerperal *sepsis.
DISCUSSION.
Mr. EARDLEY HOLLAND: Rupture of the vagina in association with rupture of the lower uterine segment is much more common than is generally believed. It is not sufficiently realized how very greatly the vagina is stretched and drawn up by the uterus during obstructed labour. The slides I demonstrate -on the epidiascope of sections through the lower uterine segment from the -case of a patient who died undelivered during obstructed labour afford an ,example of this. In this case the retraction ring lay at a level of 11x5 cm. above the symphysis pubis, and below the ring the fcetal head was enclosed by what was at first thought to be an enormously distended and elongated lower uterine segment. The sections show, however, that only the upper 4'5 cm.
-consist of the extended cervix, all below that consist of the elongated and stretched vagina. The sections further demonstrate that in this case the lower uterine segment consists of cervix only. In this case, if rupture had -occurred, it would almost certainly have been in the vagina.
Dr. HERBERT SPENCER: It is sometimes difficult to see the line of .demarcation between the cervix and vagina in the second stage of labour, but it is absurd to speak of the vagina as taking part in the formation of the -lower segment of the uterus.
Case of Sacculation of a Gravid Bicornute Uterus. By T. G. STEVENS, F.R.C.S.
A. M., aged 32, admitted to St. Mary's Hospital on February 21, 1920, with the history that labour started on February 19. Although the patient was in great pain, especially in the back, the uterine -contractions did not appear to be very powerful. On examination the foetal head was found to be at the upper part of the uterus, which -appeared to be of the size of very nearly a full-time pregnancy.
